Mesenteric Embolectomy and Atrial Arrhythmia T G Feest MRCP1 (for E R Beck MRcp and S L Strange FRCS) (Whittington Hospital, London N19) Mrs D J, aged 66 History: Presented with a history of six hours' severe constant periumbilical pain. She had passed six stools containing clotted blood but no melena, and on three occasions had vomited bile-stained fluid. Ten days earlier, she had had an upper respiratory tract infection, treated with tetracycline, with episodes of faintness. She had never had palpitations or angina. On examination: She was severely distressed, with mild diffuse abdominal tenderness. Bowel sounds normal. Faces contained dark blood. Sigmoidoscopy normal. Blood pressure 130/80 mmHg. Pulse irregular, rate varying from 30 to 100. ECG: unstable atrial rhythm with runs of sinus bradycardia ( Fig IA) . Other investigations, including abdominal X-rays, were normal. Management: Atropine was given to increase the sinus rate. On laparotomy (S L Strange and J M Davis), twelve hours after onset of symptoms, the superior mesenteric artery was found to be occluded immediately distal to the middle colic branch. The bowel 20 cm from the duodenojejunal flexure to the cecum was grey and pulseless. and red cell thrombus were removed with a Size 3 Fogarty catheter. Within ten minutes the whole bowel showed pulsation and appeared viable. Heparin was started forty-eight hours after operation, followed by warfarin which is still being given. Recovery was uneventful.
The unstable atrial rhythm persisted some six months later. A diagnosis of myocardial ischaemia could not be established and the etiology of the embolus remains uncertain.
Comment
The first successful mesenteric embolectomy without subsequent resection of any bowel, was reported by Shaw & Rutledge as recently as 1957. By early 1963 there were only 12 documented cases. Success is still infrequent, although Darling et al. (1967) recorded 5 successful embolectomies out of 25 cases of mesenteric embolus.
In this condition, with a mortality of over 50 % irrespective of the treatment given, early diagnosis and treatment is essential, especially if embolectomy is to be successful. Unfortunately the early features of pain, tenderness and leucocytosis are nonspecific. By the time shock and bowel paralysis have occurred, the best that can be achieved is a successful resection of infarcted bowel. The only helpful early diagnostic sign is blood in the feces, but this is only present in 50% of cases. This patient had a normal rectal mucosa with bloody motions; thus, there was sufficient confidence in making a diagnosis to perform laparotomy, although diverticulitis or intussusception could not be excluded.
Preoperative mesenteric angiography is commonly advocated but considering the significant number of false normal results obtained, we felt this difficult and unreliable procedure would waste valuable time.
At operation it is frequently impossible to tell whether the bowel will be viable after restoration of blood supply. No upper time limit from the onset of symptoms can be set beyond which recovery is impossible. The relevant factors are the state of the collateral vessels, of the small vessels of the bowel wall and of the general circulation. Shaw & Glotzer (1966) and Marston (1971) suggested routine exploration of the abdomen twenty-four hours after embolectomy to look for damaged bowel. We took the risk of not doing this.
The role of oral anticoagulants in preventing thrombosis on the damaged arterial wall is disputed, but there is general agreement that they are useful in preventing new thrombus forming in the left atrium. As this is the likely source of embolus in our patient, warfarin is being continued indefinitely.
In (Fig 1) showed predominantly a wandering atrial pacemaker at varying rate, occasional aberrant conduction and, once, a brief run of atrial fibrillation. Dr D M Krikler pointed out that in this pattern, known as 'chaotic atrial rhythm', systemic emboli do not appear to have been reported previously. Mr T S, aged 46. Electronic engineer History: Admitted 24.8.71 with a history of nine days cough, non-purulent sputum and haemoptysis. Three months earlier while in Eire bilateral basal pneumonia had been diagnosed; chest X-ray at that time showed a raised right hemidiaphragm. Since then he had continued to complain of pain in the right shoulder with slight exertional dyspncea. In 1947, while in Malaya, he had had dysentery which was thought to be of amoebic origin and treated accordingly. Since then he has been troubled with frequent loose motions occasionally mixed with blood. In 1949, in the course of investigation for dysentery, a rectal E -l s -°'~~~~~~~~~~~~~~~~~~~~~~.. ....... 
